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Summary  Outpatient  surgery  consists  of  performing  an  elective  surgical  procedure  in  the
context of  a  day-only  admission.  This  type  of  management  is  the  result  of  sociological  changes
and allows  a  reduction  of  the  cost.  Hemithyroidectomy  is  a  well-deﬁned  surgical  procedure
with known  complications.  The  authors  assessed  the  feasibility,  patient  satisfaction  and  cost  of
outpatient  hemithyroidectomy.
Material  and  methods:  One  hundred  and  forty-six  hemithyroidectomies  were  performed
between  August  2011  and  September  2012.  Inclusion  criteria  for  outpatient  surgery  were  sur-
gical, anaesthetic  and  patient-dependent.  Exclusion  criteria  were  related  to  the  bleeding  risk,
socio-economic  conditions  and  the  patient’s  understanding  of  the  procedure.  Preoperative  infor-
mation and  the  modalities  of  anaesthesia,  surgery,  postoperative  surveillance  and  follow-up
were standardized.  Patient  satisfaction  was  evaluated  by  questionnaire  and  cost  was  evaluated
on the  basis  of  medical  information  department  data.
Results:  Forty  patients  were  eligible  and  34  patients  agreed  to  outpatient  surgery  (M/F  sex
ratio: 1/4;  mean  age:  46  ±  6.3  years),  but  only  32  operations  were  performed  on  an  outpatient
basis. Two  conversions  to  conventional  hospitalisation  were  required,  one  because  of  preop-
erative initiation  of  platelet  anti-aggregants  and  the  other  because  of  nausea.  One  patient
remained  in  hospital  on  the  day  after  the  operation  because  of  severe  asthenia  and  nausea.
Conclusion:  Patients  were  satisﬁed  with  this  type  of  management  and  100%  of  them  reported
that they  would  repeat  the  experience.  The  economy  for  our  establishment  was  D711  per
patient. This  procedure  improves  patient  comfort  without  increasing  the  risks  and  allows  a
reduction  of  management  costs.
© 2013  Published  by  Elsevier  Masson  SAS.∗ Corresponding author.
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he  concept  of  outpatient  surgery  was  ﬁrst  described  in  a
cottish  article  published  in  1909  [1].  It  does  not  consti-
ute  a  new  technique,  but  a new  modality  of  management.
he  surgical  procedure  is  equivalent  in  terms  of  technique,
omplexity  and  surveillance  to  that  performed  by  conven-
ional  surgery,  but  is  performed  under  speciﬁc  organization
.
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onditions:  outpatient  surgery  is  deﬁned  as  elective  surgical
rocedures  performed  under  technical  conditions  impera-
ively  requiring  the  security  of  an  operating  room,  under
ariable  modalities  of  anaesthesia  and  followed  by  post-
perative  surveillance  allowing  discharge  of  the  patient
n  the  day  of  the  procedure  without  any  additional  risk
2].  A  considerable  growth  in  outpatient  surgery  has  been
bserved  over  the  period  2000—2010:  the  number  of  outpa-
ient  procedures  has  increased  by  62.2%  and  the  proportion
f  outpatient  admissions  has  increased  from  37  to  46%
3—6].
Thyroid  surgery  is  rigorously  deﬁned.  Many  studies  tend
o  demonstrate  that  this  type  of  surgery  can  be  performed
n  an  outpatient  basis,  provided  certain  patient  eligibility
riteria  are  observed  and  provided  the  procedure  is  per-
ormed  in  an  appropriate  structure  [7].  Large-scale  North
merican  retrospective  studies  [8—10],  combining  hemithy-
oidectomies  and  total  thyroidectomies,  have  concluded
hat  outpatient  management  does  not  increase  the  risks  for
he  patient.
The  purpose  of  this  single-centre  prospective  study
as  to  evaluate  patient  satisfaction  with  outpatient  man-
gement  and  the  cost  differences  between  outpatient
anagement  and  conventional  hospitalisation.
aterial and methods
utpatient  surgery  department
his  study  was  conducted  in  the  department  of  head  and
eck  surgery  and  the  outpatient  surgery  unit  of  our  univer-
ity  hospital  between  August  2011  and  September  2012.  The
utpatient  surgery  unit  is  not  a  distinct  satellite  structure,
s  surgical  procedures  are  performed  in  the  same  operating
ooms.  However,  outpatient  surgery  unit  beds  and  personnel
re  exclusively  devoted  to  this  type  of  management.  Several
urgical  specialties  share  the  ten  beds  of  this  unit  on  differ-
nt  days  of  the  week.  The  outpatient  surgery  unit  is  open
rom  7:00  a.m.  to  6:30  p.m.  from  Monday  to  Friday.
The  patient  is  admitted  fasting  on  the  morning  of
he  operation  and  the  paramedical  personnel  ensures  that
he  patient  has  complied  with  preoperative  instructions.
atients  are  observed  for  6  hours  after  their  return  from  the
perating  room.  The  patient  is  allowed  to  get  out  of  bed
nd  eat  for  the  ﬁrst  time  4  hours  after  the  end  of  anaes-
hesia  and  is  discharged  from  the  outpatient  surgery  unit  at
east  6  hours  after  the  end  of  the  operation.
atient  selection
he  indications  for  outpatient  surgery  in  our  department
ere  hemithyroidectomy  procedures  performed  for  the
resence  of  one  or  several  unilateral  nodules  not  exceed-
ng  30  mm  in  diameter  (i.e.,  estimated  volume  of  14  cm3).
atients  had  previously  undergone  ﬁne  needle  aspiration
ytology,  which  did  not  demonstrate  any  signs  of  malignancy
no Bethesda  type  4,  5,  or  6  lesions).
Eligibility  criteria  for  outpatient  surgery  in  this  study
ere  as  follows:
c
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 age  inferior  to  55  years;
 ASA  score  inferior  to  III;
 geographical  proximity  to  the  emergency  room
(30  minutes);
 rapid  access  to  a  telephone;
 sufﬁcient  understanding;
 ability  to  comply  with  medical  instructions;
 availability  of  a  responsible  and  capable  caregiver;
 acceptance  of  the  outpatient  procedure  (after  clear  and
objective  explanation).
Exclusion  criteria  were:
 presence  of  other  diseases  associated  with  an  increased
risk;
 concomitant  treatments  increasing  the  bleeding  risk;
 a lower  standard  of  hygiene  and  living  conditions  that
those  available  in  hospital;
 poor  understanding  of  the  information  provided.
reatment  proposal  to  selected  patients
lear  information  about  the  outpatient  procedure  is  essen-
ial,  including  a  description  of  the  operative  technique  (an
nformation  sheet  based  on  that  proposed  by  the  College
ranc¸ais  d’ORL  is  given  to  the  patients;  it  describes  the  prin-
iple  of  the  operation  and  the  various  risks  involved)  and
utpatient  management  (the  patient  must  understand  the
equirements  of  this  type  of  surgery  in  order  to  take  the  nec-
ssary  measures:  another  person  at  home  on  the  night  after
he  operation,  telephone  at  home,  visit  with  the  surgeon  on
he  following  day).
urgical  procedure
naesthetic  modalities,  postoperative  surveillance  and  sur-
ical  modalities  were  identical  to  those  of  conventional
anagement.  Outpatient  procedures  were  placed  in  ﬁrst
r  second  position  on  operating  lists.  The  surgical  tech-
ique  was  that  usually  performed  by  the  same  experienced
urgeon.  Recurrent  laryngeal  nerve  monitoring  was  system-
tically  performed.  At  the  end  of  the  procedure,  biological
lue  (Tissucol® kit)  was  placed  in  the  thyroid  resection  bed
n  addition  to  the  usual  haemostatic  measures.
Frozen  section  histological  examination  was  system-
tically  performed  during  hemithyroidectomy.  When  the
onclusions  of  this  examination  were  in  favour  of  malig-
ancy,  the  procedure  was  converted  to  total  thyroidectomy
ith  recurrent  laryngeal  lymph  node  dissection.  Patients
ere  informed  about  this  risk,  which  resulted  in  conversion
o  conventional  inpatient  hospitalisation.
odalities  of  surveillance  for  the  ﬁrst  6  hours
he  patient’s  clinical  state  was  monitored  in  the  recovery
ard,  especially  the  absence  of  neck  swelling  possibly  indi-
ating  the  formation  of  a  haematoma.  Pain  was  controlled
y  analgesics.  The  patent  was  discharged  from  the  outpa-
ient  surgery  unit  at  the  earliest  6  hours  after  the  end  of
he  operation  when  the  following  conditions  were  observed:
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apyrexia;  absence  of  vomiting;  resumption  of  diuresis;  pain
relieved  by  step  I  analgesics.  The  discharge  sheet  had  to
be  signed  by  both  the  anaesthetist  and  the  surgeon.  The
patient  left  the  unit  with  the  instructions  given  by  the  sur-
geon  before  surgery  and  the  telephone  number  of  the  ward
to  be  contacted  in  the  case  of  any  problems.
Modalities  of  surveillance  over  the  following  days
Patients  were  systematically  reviewed  by  the  surgeon  on  the
following  day.  As  in  the  case  of  conventional  hospitalisation,
the  patient  was  also  reviewed  by  the  surgeon  1  week  and
1  month  after  the  procedure.
Patient  satisfaction
A  standardized  patient  satisfaction  questionnaire  was  devel-
oped  on  the  basis  of  published  data  (Appendix  1).
Economic  evaluation
ICD  10  was  used  to  classify  the  diagnosis  on  admission  and
the  surgical  procedure  was  classiﬁed  according  to  clas-
siﬁcation  Commune  des  Actes  Médicaux  (CCAM)  [French
classiﬁcation  of  procedures].  Version  V.11  of  the  Groupe
Homogène  de  Séjour  (GHS)  (Diagnosis-Related  Group,  DRG]
was  used  [11]  and  the  following  codes  were  adopted:  D34:
benign  tumour  of  the  thyroid;  KCFA008:  unilateral  lobec-
tomy  and  isthmectomy  of  the  thyroid  gland  by  neck  incision;
GHM  10C121:  thyroid  surgery  for  non-malignant  disease,
level  1;  GHS  3750.
The  cost  saving  induced  by  outpatient  management  was
studied  on  the  basis  of  2011  accounting  data  in  collaboration
with  the  Sensory  Organs  Pole  management  department.
Statistical  analysis
The  characteristics  of  the  two  independent  populations
were  compared.  Dichotomous  qualitative  variables  (gender)
were  compared  by  Chi-square  test  and  continuous  quanti-
tative  variables  (age)  were  compared  by  a  nonparametric
Mann-Whitney  test.
Results
A  total  of  146  hemithyroidectomies  were  performed
between  August  2011  and  September  2012.  Outpatient  man-
agement  was  proposed  to  40  patients,  six  of  whom  preferred
to  opt  for  conventional  hospitalisation  for  personal  reasons,
i.e.  a  refusal  rate  of  15%.  An  outpatient  procedure  was
therefore  planned  or  34  patients,  but  ﬁnally  32  outpatient
procedures  (group  O)  and  114  conventional  hospitalisation
procedures  (group  CH)  were  performed,  corresponding  to
an  outpatient  management  rate  of  21.9%.Patients
Group  O  comprised  26  women  and  six  men  and  group  CH
comprised  87  women  and  27  men.  No  signiﬁcant  difference
•
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n  sex-ratio  was  observed  between  the  two  groups  (P  =  0.56).
he  type  of  management  variable  was  therefore  indepen-
ent  of  gender.
By  deﬁnition,  patients  of  group  O  lived  less  than
0  minutes  from  the  emergency  room,  with  a  mean  of
7.9  minutes  by  car  (standard  deviation:  6.7  minutes).
By  deﬁnition,  patients  of  group  O were  younger  than
5,  with  a  mean  age  of  47.3  years  (standard  deviation:
.2  years),  while  patients  of  group  CH  had  a mean  age  of
3  years  (standard  deviation:  14.1  years).  A  signiﬁcant  dif-
erence  in  mean  age  was  observed  between  the  two  groups
P  =  0.007).
For  all  patients,  the  indication  for  hemithyroidectomy
as  based  on  ultrasound  demonstration  of  the  presence  of
nilateral  nodules,  for  which  preoperative  ﬁne-needle  aspi-
ation  cytology  did  not  reveal  any  signs  of  malignancy.
onversion  to  conventional  hospitalisation  and
omplications
wo  outpatient  procedures  had  to  be  converted  to  con-
entional  hospitalisation  procedures.  In  one  case,  platelet
ggregation  inhibitor  therapy  was  initiated  after  the  preop-
rative  visit  and  the  patient  stayed  in  hospital  for  two  nights
fter  the  operation.  In  another  case,  the  patient  experi-
nced  postoperative  nausea  and  intense  asthenia  preventing
ischarge  home.
Readmission  to  hospital  was  necessary  on  the  day  after
he  operation  after  the  follow-up  visit  for  one  patient  with
ausea  preventing  oral  feeding.  The  patient  stayed  in  hos-
ital  overnight  and  returned  home  the  following  day  with
o  particular  problems.  No  patient  required  any  additional
isits,  apart  from  those  planned  in  the  protocol.
atient  satisfaction
wenty-seven  of  the  32  patients  managed  on  an  outpatient
asis  ﬁlled  in  the  patient  satisfaction  questionnaire.  All  were
atisﬁed  with  outpatient  management  and  considered  that
hey  would  not  have  been  more  effectively  managed  in  the
ontext  of  conventional  hospitalisation.
All  responses  were  positive  for  the  following  items:
 the  information  provided  preoperatively  about  the  modal-
ities  of  management,  the  description  of  the  operative
technique  and  the  associated  risks  was  sufﬁcient  and
understandable.  The  information  provided  at  the  time  of
discharge  was  also  considered  to  be  sufﬁcient  and  under-
standable;
 the  quality  of  care  by  the  outpatient  surgery  unit  was  in
line  with  the  patients’  expectations;
 pain  control  by  step  I  analgesics  during  management  in  the
outpatient  surgery  unit  and  on  return  home  was  effective;
 sixty  percent  of  patients  reported  good  quality  sleep  on
the  night  following  the  operation;
 accommodation  conditions  were  satisfactory  according  to
75%  of  patients; 25%  considered  that  the  postoperative  snack  was  too  small
and  of  poor  quality.
 ﬁnally,  100%  of  patients  would  agree  to  undergo  another
outpatient  procedure  in  the  same  department.
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ees  and  costs
HS  3750  is  equal  to  D2355.91  with  no  lower  limit  since
arch  2012.  This  fee  is  identical,  for  equivalent  patients,
hether  they  are  managed  on  an  outpatient  basis  or  by
onventional  hospitalisation  (Fig.  1).
The  cost  of  a  night’s  stay  in  the  surgical  ward  is  estimated
o  be  D400  versus  $200  for  a  day  in  the  outpatient  surgery
nit.  Regardless  of  the  modality  of  management,  the  cost
f  the  surgical  procedure  involves  the  same  expenses  (infra-
tructure,  personnel  and  use  of  identical  surgical  assistance
nd  complementary  haemostasis  resources).
As  the  mean  length  of  stay  in  our  ward  after  this  type
f  operation  is  2.28  days,  outpatient  surgery  represents  an
verage  saving  of  D711  per  patient  (Table  1).
iscussion
emithyroidectomy  is  a  rigorously  deﬁned  surgical  proce-
ure;  the  immediate  postoperative  course  is  uneventful  in
he  majority  of  cases  and  complications  are  relatively  rare.
ompressive  cervical  haematoma  occurs  in  less  than  3%  of
ases  and  generally  during  the  ﬁrst  12  hours  [12].  Rigorous
aemostasis  must  be  ensured.  Pressurized  ﬁbrin  glue  can
e  applied  to  the  operative  site  in  addition  to  conventional
a
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Table  1  Cost  of  accommodation  according  to  the  type  of  manage
Mean  length  of
hospital  stay
(days)
Accommodation  cost  in  the
conventional  surgery  ward
2.28  
Accommodation  cost  in  the
outpatient  surgery  unit
1  
Difference  (D)  per  patient  
Analytical accounting 2011 — Audit.(medical  informatics)  data.  Focus  on  hospital  stays.
March  2011.
aemostasis.  Wound  infection  can  occur  several  days  after
he  surgical  procedure.  Recurrent  laryngeal  nerve  paraly-
is  is  an  unpredictable  complication.  Recurrent  laryngeal
erve  monitoring  in  addition  to  systematic  dissection  of  the
erve  can  be  used  to  ensure  its  detection  and  functioning.
ecurrent  laryngeal  nerve  paralysis  is  transient  in  the  great
ajority  of  cases  [13,14].  Hypoparathyroidism  is  an  excep-
ional  complication  in  unilateral  procedures.
This  prospective  study  was  based  on  146
emithyroidectomies  performed  from  August  2011  to
eptember  2012  in  our  head  and  neck  surgery  depart-
ent,  including  32  outpatient  procedures.  Our  outpatient
anagement  rate  for  this  type  of  surgery  is  therefore
0.9%,  a  lower  rate  than  those  reported  in  other  studies.
hampault  et  al.,  between  1999  and  2007,  reported  an
utpatient  surgery  rate  of  62%  [15]. In  2012,  Seybt  and  Terris
eported  a  series  of  418  patients  undergoing  various  types
f  thyroid  surgery:  208  (i.e.,  49%)  procedures  (including
29  hemithyroidectomies)  were  performed  on  an  outpatient
asis  [9]. It  is  difﬁcult  to  compare  these  outpatient  surgery
ates  with  that  reported  in  our  study,  as  these  retrospective
tudies  were  based  on  periods  of  several  years,  combining
ll  forms  of  thyroid  surgery  in  patients  living  less  than
0  km  or  1  hour  from  the  hospital.  Most  publications  prior
o  2010  using  the  terms  ‘‘outpatient’’,  ‘‘short  stay’’,
‘ambulatory’’  or  ‘‘day  case  surgery’’  concerned  studies
ment  for  patients  undergoing  hemithyroidectomy  in  2012.
Mean  cost  of  a  day’s
accommodation  per
patient
Total  mean  cost  of
accommodation
per  patient
D400  D911
D200  D200
D711
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in  which  the  hospital  stay  was  less  than  24  hours  and  not
less  than  12  hours  according  to  the  French  deﬁnition  of
outpatient  surgery.
Two  populations  can  be  distinguished:  patients  who  can
be  treated  on  an  outpatient  basis,  and  patients  who  cannot
be  treated  on  an  outpatient  basis.  As  expected,  patients
treated  on  an  outpatient  basis  have  a  lower  mean  age
than  patients  treated  by  conventional  hospitalisation,  as
an  age  greater  than  55  years  is  an  exclusion  criterion  (52%
of  patients  considered  to  be  ineligible).  This  age  limit  of
55  years  was  deﬁned  arbitrarily.  No  signiﬁcant  difference
was  observed  between  the  two  groups  in  terms  of  gender.
The  site  of  residence  cannot  be  compared,  as  one  of  the
exclusion  criteria  in  our  study  was  when  the  patient’s  home
was  situated  more  than  30  minutes  from  the  hospital  emer-
gency  room.
None  of  the  32  patients  operated  on  an  outpatient  basis
experienced  any  severe  complications.  Our  conversion  and
readmission  rate  of  9.3%  was  lower  than  that  reported  in
the  study  by  Champault  et  al.,  who  reported  13.7%  of  read-
missions  for  nausea  or  pain  [15].  This  retrospective  study
was  based  on  a  larger  number  of  total  thyroidectomies  and
hemithyroidectomies.  No  wound  infection  was  observed  in
our  study.  In  2001,  Sewonou  et  al.  reported  a  0.4%  wound
infection  rate  after  outpatient  surgery  [16]. As  the  length  of
hospital  stay  is  a  risk  factor  for  wound  infection,  a  shorter
hospital  stay  lowers  this  risk.
Evaluation  of  patient  satisfaction  conﬁrmed  that  outpa-
tient  management  was  appreciated  by  the  patients,  who  all
reported  that  they  would  be  willing  to  repeat  the  experience
if  another  outpatient  procedure  had  to  be  performed.  The
advantages  described  by  patients  were  more  rapid  recovery
due  to  convalescence  at  their  own  rate  in  a  familiar  envi-
ronment.  Patient  complaints  only  concerned  the  hospital
infrastructure,  while  no  criticism  was  formulated  concerning
quality  of  care.  However,  as  the  patient  satisfaction  ques-
tionnaire  was  only  ﬁlled  in  by  patients  of  the  outpatient
surgery  group  no  difference  in  patient  satisfaction  could  be
demonstrated  between  the  two  modalities  of  management.
Bearing  in  mind  that  the  cost  of  a  day  in  the  outpatient
surgery  unit  is  about  one  half  of  the  cost  of  a  day  of  conven-
tional  hospitalisation,  and  that  the  fees  based  on  DRG  groups
are  identical  for  the  two  types  of  management,  outpatient
hemithyroidectomy  represents  a  saving  of  D200  per  patient
for  the  hospital.  Our  population  of  32  patients  managed  on
an  outpatient  basis  allowed  a  saving  of  D22,752.  In  contrast,
no  difference  in  cost  to  the  patient  or  to  the  patient’s  pri-
vate  health  fund  was  observed  whether  the  patient  stayed  in
hospital  overnight  or  was  managed  in  the  outpatient  surgery
unit,  as  the  daily  fee  is  identical  for  the  outpatient  surgery
unit  and  the  surgery  ward.
Conclusion
In  our  experience,  outpatient  hemithyroidectomy  appears  to
be  feasible  and  provides  certain  advantages  for  the  patient
when  various  eligibility  criteria  are  observed.  The  main
advantage  of  this  procedure  is  that  it  improves  patient
comfort  without  increasing  the  risks  involved.  In  the  cur-
rent  state  of  health  system  economic  resources,  outpatient
hemithyroidectomy  allows  a  reduction  of  management  costs25
ompared  to  conventional  hospitalisation.  It  would  there-
ore  appear  useful,  in  the  current  economic  climate,  to
ncrease  our  outpatient  surgery  rate,  while  avoiding  the  trap
f  cost-cutting  at  any  price,  which  would  be  associated  with
n  increased  risk  for  the  patient.
It seems  reasonable  to  extend  the  eligibility  criteria  such
s  age  and  site  of  residence  in  order  to  increase  the  popu-
ation  of  patients  managed  on  an  outpatient  basis.  If  the
ligibility  criteria  had  included  patients  living  less  than
 hour  from  the  emergency  room  and  patients  under  the  age
f  65  years,  we  would  have  been  able  to  propose  outpatient
anagement  to  an  additional  52  patients.  If  these  patients
ad  also  satisﬁed  the  social  criteria  and  had  agreed  to  this
ype  of  management  (15%  refusal  rate  in  our  study),  the
dditional  saving  would  have  been  D36,900.
In  this  study,  the  distance  of  the  patient’s  home  was
valuated  in  relation  to  the  university  hospital  emergency
oom.  However,  peripheral  hospital  emergency  rooms  could
e  situated  closer  to  the  patient’s  home.  It  would  therefore
ppear  feasible  to  further  enlarge  the  population  eligible
or  outpatient  hemithyroidectomy.  The  absence  of  postop-
rative  complications  in  the  present  study  would  support
his  feasibility.
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ppendix 1. Patient satisfaction questionnaire
ere  you  informed  about  outpatient
management?
Yes  No
Was  this  information  sufﬁcient?
Was  this  information  easy  to  understand?
id  you  receive  information  about
hemithyroidectomy?
Was  this  information  sufﬁcient?
Was  this  information  easy  to  understand?
id  your  stay  in  the  outpatient  surgery  unit
live up  to  your  expectations?
as  pain  management  effective  in  the  unit?
id  you  have  a  good  sleep  on  the  night
following  the  operation?
as  pain  management  effective  at  home?
ere  you  satisﬁed  with  the  accommodation
conditions?
Room?
Cleanliness?
Meals?
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ere  you  satisﬁed  with  the  information
provided  at  the  time  of  discharge?
ould  you  agree  to  undergo  another
hospitalisation  in  this  unit?
o  you  think  that  you  would  have  been
managed  more  effectively  in  the  context  of
an  overnight  admission?
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